does not seem to be an end-organ defect. A history of delayed speech development is not uncommon. If this syndrome truly exists it wants early recognition so as not to waste educational time. Only clinical study of individuals and the collection and analysis of observed data will ever establish its reality and its method of recognition. Official educational policy looks at the concept with a shade more warmth than it did. Yet it is not accepted in the latest report issued by the Department of Education and Science (1966, Hith Sch. Child p 58) . And Joyce Morris in the recent Kent report on Standards and Progress in Reading (National Foundation for Educational Research in England and Wales 1966, Slough; p 304) regards it as part of a general reading backwardness rather than as a syndrome. She writes 'if "Word blindness" exists as a condition which cannot be treated by good teaching within the state educational system it must be a rare condition indeed'. Let us hope that the result of clinical study will, by aiding recognition, localizing defects and devising appropriate teaching methods, allow affected children to be well treated within the state educational system. Experience at the Word Blind Centre for Dyslexic Children certainly shows that this is not yet the case. The clinical recognition of this handicap, this restricting influence on full development, is surely as important as the case finding of deafness, congenital dislocation of the hip and phenylketonuria.
Conclusion
The pediatrician's function is to ensure the fullest possible development of his patient up to the limit of his potential. What is preventable must be prevented.
He must understand how to minimize the harmful effects of illness and of its treatment. He must go further and study the basic needs of the child so as to recognize deprivation when it is present.
The concept of handicap must be enlarged beyond the recognizably physical, like thyroid lack or absence of one of the newly identifiable enzymes, or gross neurological deficit, to take in subtle neurological handicaps and the much commoner failings that stem from badly managed emotional and behaviour problems. The longstay care of the physically handicapped or the abandoned child needs reviewing from this point of view, although clearly neglect at home can be as damaging as inadequate institutional care. The pediatrician, who has a long-established role in the training and teaching of the baby and infant, must not relinquish it when the child crosses the threshold into school.
The diversity of problems calls for specialization and this in turn for the team approach. The team can form round the education authority or the area child health serviceboth are needed. This is a vast project of deep concern for the ptediatrician who can claim for his province the whole world of child health.
Dr G S Udan (St Bartholomew's Hospital, London)
Educational Opportunity for the Handicapped The root meaning of the word 'handicap' comes from the English: Hand i(n) Cap, from the drawing of lots out of a hat or cap; and it is precisely this concept of lottery which epitomizes much of what I want to say. AEtiologically, these children have suffered such cruel and random strokes of fortune as the non-disjunction of a chromosome or rubella in utero; all the more reason, therefore, why the fortuitous and sometimes inadequate provisions of their locality should not be allowed to handicap them further.
But, first how does a child come to be placed in a special school? His general practitioner may refer him to hospital, or one of the assistant medical officers of the local authority may refer him to the specialist attending one of the authority's own clinics, where a diagnosis is reached. The Medical Officer of Health, as Principal School Medical Officer, now accepts or refutes the specialist's recommendation; but in either event, he has the statutory duty to ascertain the child, to place him in one of ten recognized catagories of handicap, such as blind, partially-sighted or deaf, and to present his case before the local education committee as that of a child in need of special educational treatment. Finally, the local education authority must provide the necessary school placement. Ten categories of handicap; ten types of special school, whether day or residential; in theory, a straightforward procedure, but in practice fraught with difficulties and deficiencies.
Let me illustrate this by considering the quite inadequate provision for multi-handicapped children. But, first, how large a problem do they constitute? An accurate total is not easy to come by. Joseph & Mac Keith (1966) quote the figures of Egan. In London, in 1961-2, the number of children attending a special school was 8,377, and of these only 31 (0 37 %) are tabulated by Egan as having more than one handicap. Such a figure must be a travesty of the facts and, probably, represents only the few who were ascertained as multi-handicapped; for Joseph & Mac Keith are quick to state that 50 % of children with cerebral palsy have IQs below 70 and that many have sensory defects as well.
But if the number of multi-handicapped children is difficult to elicit, what problems do they pose? A West Indian boy, whose family, antenatal and peri-natal history were quite unremarkable, attained the normal motor milestones but did not talk intelligibly. Aged 20 months, he was referred from an infant welfare centre to the consultant otologist at the local authority's audiology unit because of delayed speech. There he responded to certain loud sounds, but the otologist was struck by the fact that the boy made no rapport with people. He was closely followed up, but it was some while before it was discovered that for the previous five months he had been attending the audiology unit at a hospital, where he had been referred by his general practitioner who was in complete ignorance of the local authority's endeavours. At hospital, he had been referred to a psychologist, and subsequently to a psychiatrist as well. He continued a thorny, diagnostic problem and, ultimately, the interesting point was reached where the psychologist felt that mental retardation (he was thought to be 'educationally subnormal') was of secondary importance, but that the boy had a partial hearing loss and was moderately autistic; the psychiatrist thought that the autistic features were of minor importance, but that his lack of speech was due to mental retardation and partial deafness; whilst the otologist concluded that the boy's deafness was of secondary significance and that his difficulties were the result of mental retardation and autism. All three consultants are distinguished men but they were at a grave disadvantage in that they did not have the opportunity of examining this boy at the same time and place; and I have used this example to stress the vital need of case conference in reaching a diagnosis in these multi-handicapped children.
The second, cardinal point this case illustrates is the necessity to communicate; and I was pleased to see that Joseph & Mac Keith (1966) had also stressed this matter, and to read their equally valuable corollary that the load of correspondence is heavy in relation to children with chronic handicap, requiring both time and adequate secretarial help. The multi-handicapped child may pose problems for the MOH as well. Lying in front of him may be two reports concerning a child with athetoid cerebral palsy and deafness. The otologist urges that deafness is the prime defect and recommends a school for the deaf, where the teachers complain that the child's grimaces and continual movements disturb the rest of the class. By contrast, the specialist in physical medicine strongly recommends a school for the physically handicapped; but does such a school contain an acoustically-treated room with loop induction; or, vitally important, will there be a teacher of the deaf to help the child? Thus, two contrasting expert opinions; yet the decision as to which is the major handicap and, therefore, the correct educational placement rests with the MOH, who may well lack the knowledge to reach it. Furthermore, if a MOH has a particular interest in the handicapped child, his enthusiasm spreads and one finds within his borough assessment centres, where research is commonplace, and a wide range of special educational provision for these children. Unfortunately, the reverse holds equally true. It is only reasonable to expect that the interests of Medical Officers of Health will vary: one may be interested in the personal health services; another may enjoy the broader, environmental problems; but it is not reasonable that the handicapped child should be submitted to the further lottery of where he lives, for not every family can afford to exchange homes and jobs to secure the educational provision the child requires.
On the educational side, head teachers of schools for single defects are chary of admitting children with dual or multi-handicaps. This is understandable, for they have more than enough to handle already. A school for the physically handicapped may contain a hemophiliac with an IQ of 150 and a spastic child who is barely educable. Thus the headmaster has to cater for an IQ range of over 100 with an age span from 3 to 16 years. His predicament is largely our fault. Since we continue to diagnose single defects, the MOH ascertains them as such, and we find teachers whose training and equipment are limited to dealing solely with one handicap. Our approach is illogical. Kernicterus affects the basal ganglia and the inner ear; thus, athetosis and deafness may be expected: the rubella virus damages developing ears, eyes, heart and brain; small wonder, therefore, that a multi-handicapped child may be born.
Hence, we need to reconsider our categories of handicap; to re-appraise what we require from our special schools. Reflection shows that schools for the physically handicapped contain two quite distinctive groups: there are children with cerebral palsy or Duchenne's muscular dystrophy, who require special facilities for feeding and toileting, as well as physiotherapy, hydrotherapy or help with their speech. Obviously, such children are correctly placed. On the other hand, children with congenital heart disease or hemophilia need none of these facilities; all they require is a sheltered environment. Why are not more of them in open air schools or, given sufficient thought and modification, in normal schools? Thereby, hxmophiliacs of superior intelligence could receive the intellectual stimulus they have a right to enjoy.
Similarly, we need a new look at all duallyhandicapped children, and the difficulties of the deaf/blind especially bring into focus a striking deficiency: namely, the lack of day nursery places both for them and other handicapped children. Such a child is not easy to handle. Miserable, fretful and deriving only occasional pleasure from waving his fingers in front of his eyes, he drives his mother to distraction in a small and crowded home. He cannot brook the delay for a larger classroom to be built. An acoustically-treated room in a local day nursery, a trained teacher and auxiliary help could meet his urgent needs. Indeed, to build a larger class-room might well be wasteful, since rubella is a fluctuating problem. Bulging nursery and infants' classes in a school for the deaf often indicate rubella epidemics in that locality in earlier years; but the long waiting lists, in consequence, could well be shortened in this way. In addition, pressure on these classes could be relieved by moving up children of nursery age, but of above average intelligence, into an infants class; and similarly, infants up to the juniors; in short, by treating the child according to his developmental rather than his chronological age. At present, this contravenes the letter of the law, but I was glad to see from Tanner (1967) that educationalists are eager to grasp this principle.
By the same token, we should treat the school leaver in this way. Chronologically 16 years old; he is socially nowhere near that age; yet he has to make the difficult transition from special school to employment, however sheltered, virtually unaided. One enlightened borough, recognizing this need, has initiated 'further education' for its physically handicapped children. When school leaving age is reached their education is continued, if need be up to the age of 21, but with student status in a separate building. The approach is essentially practical. The girls take turns in catering for the whole group; planning the menus, buying the food, and preparing, cooking and serving the meals. Similarly, the boys make articles in the metal and woodwork shops on a commercial basis. With careful invoicing and accountancy, every item they make is costed; moreover, each boy is encouraged to work at a speed which, even at union rates for his labour, would enable him to produce an article at a competitive price. In this way, the adolescent is helped and encouraged to take his place in the world, however small the niche, and to gain the priceless asset of his self-respect.
So far, in one sense, I have put the cart before the horse, since educational opportunity must follow adequate assessment. First, then, we need assessment centres, distributed evenly throughout the country. Those who run or staff them should be people genuinely but not sentimentally interested in handicapped children; and the accent must be on team-work. In speech and hearing clinics, otologist, pediatrician, psychologist, teacher of the deaf, audiometrician and social worker all combine in dealing with the noncommunicating child. This principle must be extended at these centres, affording every opportunity for case conference. The leader of the team might well be the pediatrician, but he would hold this postprimus inter pares -to co-ordinate the assessment made, the educational opportunity recommended and, above all, the counsel given to to the parents. But since there is a limit to what any country can afford to spend annually on its health services, and as the problem of the handicapped child is only one of many, perhaps our first step should be to determine how our resources can best be husbanded. In our management of these children there are many gaps but much duplication of effort; and whilst they demand our sympathy and understanding, this should be no incitement to squander the personnel and materials available.
In short, these children need our compassion; but compassion tempered with judgment, not with sentimentality.
